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APPLICATION FOR SPECIALTY LICENSURE

Please print in ink or type your responses. List your name as it appears on your license.

Name

Last/Suffix First Middle

Kentucky license number [ Current applicant for general dental licensure

Applying for specialty licensure in (choose one):

] Dental Public Health [J Oral & Maxillofacial Radiology ] Pediatric Dentistry
[J Endodontics ] Oral & Maxillofacial Surgery ] Periodontics
[J Oral & Maxillofacial Pathology [J Orthodontics ] Prosthodontics

1. Have you successfully completed a CODA accredited graduate or postgraduate specialty program

after graduation from @ dental SChOOI? ......o..eo i ettt ettt s b e e sae e s beeesneeeaee Yes No
2. Do you agree not to practice dentistry outside of the scope of your specialty except as provided for in
LG OTR N N 0151 (2 ) OO OURRUPTPUPRPRRIN Yes No
Name of School/Program Location # of Years Degree Dates Attended

Affadavit to be Completed Before a Notary

l, , being duly sworn state that | am the person
referred to in the foregoing application and that the photograph attached hereto is of myself and
that the statements made herein are true, accurate, and complete to the best of my knowledge and
belief. | certify that | have not, am not, and shall not practice, be classified, or hold myself out as
being able to practice dentistry in Kentucky until authorization to do so has been granted by the Attach a head and shoulders
Kentucky Board of Dentistry. In the event that | am licensed by the Kentucky Board of Dentistry, | photograph taken within the
hereby agree to adhere to and abide by all the statutes, rules, and regulations governing the practice
of dentistry in Kentucky.

past six months.

| understand that, under Kentucky Law, the submission of any false, fradulent, or forged statement, No hats, please.

document, or other matter in connection with this application is grounds for criminal prosecution
and denial of licensure. | authorize the Board or its agents to obtain from other sources any
information, files, or records necessary for determining my qualifications for licensure.

Signature of Applicant

State of )
) ss
County of )

Signed and sworn to before me this

day of , 20
Return your application, non-refundable fee, and other
Signature required information to:
Notary Public Kentucky Board of Dentistry
My commission expires 312 Whittington Parkway, Suite 101

Louisville, KY 40222



